A report is presented on a study of social factors associated with the social breakdown syndrome in a number of chronic disorders. Establishment of these factors can be applied to the correction of forces which delay recovery, and can alert staff to identify potentially chronic cases and to endeavor to meet the patient's individual needs. Table I .) It is responsible for a very large part of the institutionalized mentally disordered; it is responsible for much of the other forms of extreme social disability seen in these illnesses. This form of mental reaction in the presence of mental disorders is largely a socially determined reaction pattern which the committee believes can be identified as a major target for community mental health programs today. It is called "the Social Breakdown Syndrome." The Program Area Committee had indicated that acute episodes of SBS were very common and that the chronic, long-term episodes were the major preventable cause of severe disability.
Our research group has developed ascertainment techniques to locate cases of severe Social Breakdown Syndrome by determining a set of some 22 objective facts regarding a person's functioning during a particular week.2
Around 1960 when these Program Area Committee statements were being written, we ascertained that the annual incidence of chronic SBS (over 1 year in duration) was about 24 per 100,000 in ages 16-64 in Dutchess County, N.Y. Following a reorganization of the delivery of psychiatric services for the residents of that county-a reorganization designed to prevent chronic forms of SBS-the annual incidence dropped to about 12 per 100,000.3 This is a major improvement, because the recovery rates from SBS episodes over one year in duration are very low. Only about half of these episodes will terminate in the next five years. 4 The handicap is severe, disability almost total. But a remaining incidence of 12 per 100,000 is not trivial-it is higher than the suicide rate.
What can be done to still further reduce the annual incidence of chronic SBS? We 
Specific Study Plan
We were particularly interested in identifying potentially modifiable factors which hasten termination of an SBS episode. To do this it was necessary to study a cohort of SBS episodes prospectively, starting just after the initial very high-rate recovery period and before the very low recovery rate period of chronic cases has begun. (See Figure I) Factors thought to have a high probability of influencing the course of this condition at that time can be divided into two groups:
The first one needs to be gathered prospectively and includes:
(1 ) patient's attitudes and expectations; (2) patient's psychiatric symptoms; (3) staff attitudes and expectations; and (4) patterns of communication.
Patient's Attitudes and Expectations
The patient's attitudes and expectations are appraised after the episode has lasted long enough to pass the initial very rapid recovery rate period. The patient is asked who he feels is the central figure in his treatment, how he perceives the staffs reaction to his symptoms and personality, what changes he has noticed in his condition since admission, the reason for the admission as he saw it, whether he has discussed release and when he expects it to occur, how often he sees his physician, what impact his hospitalization will have on his job situation, family life, and community status.
Contrasting groups of patients can be segregated from the responses to these questions. For example: those who believe they have had a sudden illness which can be terminated, in contrast to those who believe that their disturbed behavior is normal considering the circumstances and think they are in the hospital for a rest; those who feel they will be home in a week or two can be contrasted with those who have no target date, or expect to be in hospital the rest of their lives; those who report close friends or relatives expecting them home soon versus those who don't.
Patient's Psychiatric Symptoms
The nature of the patient's psychiatric symptoms is recorded on the Overall & Gorham scale. Our hypothesis is that high scores defining severe symptoms such as paranoid ideation, hallucinations, depression, and suspiciousness, favor early recovery from SBS, in contrast to high ratings in mannerisms, blunted affect, and somatic complaints.
The 1963 data4 suggested that mental defectives may have a greater likelihood of chronic SBS episodes. Therefore, an estimate of intellectual level is included in the data.
Staff Attitudes and Expectations
Staff attitudes and expectations are examined. For instance, does the staff expect that: (1) the patient's SBS manifestations will terminate shortly? (2) once the patient has given up these manifestations, will he be able to maintain his level of functioning? (3) once the patient has left the hospital, will he be able to adjust to the community?
Pattern of Communication
Poor patterns of communication between patients and staff and disagreement between staff members was vividly demonstrated to affect patient behavior unfavorably by Stanton and Schwartz. This finding suggests that patients whose staff are in agreement about their potentialities and needs will recover earlier than patients whose staff members are in conflict about what is best for them.
Patients' teams may also be contrasted where all the staff felt the psychiatrist understood what they understood about the case and that they knew what the psychiatrist wanted them to do and could do it versus those teams which felt that they knew things the psychiatrist did not know and wasn't considering in his treatment plan for the patient .
Our second group of contingency factors refer to prior events and hence cannot be modified during treatment: (1) Those long interviews are well-accepted by most patients, and the quality of the information these very disabled informants give is unexpectedly high. When we doubted the patient's memory or understanding of the question or veracity, we checked with other sources. So far, none contradicted the patient's statements.
Pattern of Services
The importance of the pattern of service organization in influencing patient outcome has been emphasized during the past two decades. Since the passage of the 1963 Community Mental Health and Facilities Act, two major patterns of service organization have evolved.
The first centers around the unified clinical team. It involves a single team, based in an inpatient facility, located in the community being served, with all forms of inpatient and outpatient services available. All seriously disturbed patients are referred to a team which is responsible for their care.
The second type of service organization involves two or more independent facilities whose cooperation is mandated by a higher authority. One facility is a community-based outpatient clinic, or short-term inpatient service. Another is a hospital equipped to serve patients who might need longer term inpatient care; it may be located in the community it serves, or is sometimes at a distance. The patterns of services actually received by each individual patient is also considered. Patients who actually received service in the community prior to hospital entry are contrasted with those who did not. For some patients the hospital tries to involve other helpers in patient care: They are contrasted with the patients for whom the hospital made no such effort.
Besides contingency risks, we study events directly associated with SBS recovery. As soon as the recovery occurs, the patient, the staff involved in his care, and sometimes relatives are reinterviewed to get a careful history of the events surrounding recovery. We try to ascertain how the patient reacts to his behavioral changes, and what are the reasons he sees explaining them. Recent events, interaction with fellow patients, family and staff are explored. Patient psychiatric symptomatology is reevaluated. Thus termination of an episode is dealt with as an unexplained happening to be explored through a clinical type of workup, just as the original onset was studied by the clinician. This will give qualitative information and clues regarding important events related to recovery for subsequent systematic investigations.
In conclusion, the study of social factors associated with SBS has a twofold interest: First, we can try to correct forces which delay recovery, if they are present while the patient is in treatment. Second, historical factors cannot be modified, but their presence can act as a signal to identify potentially chronic cases so additional efforts on the part of the staff to meet the patient's individual needs can be organized.
In addition, if factors favoring recovery are the mirror image of factors precipitating episodes, means to prevent SBS onsets may be discovered.
